Technology is changing the practice of hysterectomy. The objective of this study was to analyze how the emergence of laparoscopy and outpatient surgery has affected utilization and payments for hysterectomy among privately insured women. MATERIALS AND METHODS: Hysterectomies performed between 2010 and 2013 were identified in the Health Care Cost Institute (HCCI), a national dataset with claims for more than 40 million individuals. ICD9 procedure codes in the inpatient and outpatient HCCI files were used to categorize surgical approach as abdominal, laparoscopic, vaginal, or laparoscopic assisted vaginal hysterectomy. Payments made by insurance companies and patients to hospitals were adjusted to 2013 dollars using the Medical Consumer Price Index. RESULTS: Between 2010 and 2013, the hysterectomy rate among insured women decreased 12.5% from 3.94 to 3.45 hysterectomies per 1,000 women. The proportion of laparoscopic hysterectomies increased from 25.8% to 43.4% with concomitant decreases in abdominal (38.5% to 28.0%), vaginal (15.3% to 11.7%), and laparoscopic assisted vaginal (20.4% to 16.9%). These shifts in surgical approach were accompanied by changes in admission type. In 2010, there were 2.61 inpatient and 1.33 outpatient hysterectomies per 1000 women. With each year, the gap between inpatient and outpatient hysterectomy rates narrowed. By 2013, inpatient hysterectomies decreased to 1.49 per 1000 women and outpatient hysterectomies increased to 1.96 per 1000 women. The overall payment in the HCCI claims for hysterectomy increased from $671 million in 2010 to $678 million in 2013. To appreciate these finances, it is important to consider the following trends: (1) the decrease in hysterectomy utilization, the increased use of laparoscopy, and the increased use of outpatient surgery (discussed above), (2) annual increases in payment per case of 3-5% with each surgical approach, both outpatient and inpatient, and (3) the difference in average payments for outpatient versus inpatient hys-
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14 Anterior bilateral sacrospinous ligament fixation: A safe route for apical repair 
OBJECTIVES:
The objective of our study is to evaluate intraoperative and perioperative complications and observe anatomical changes in patients who have undergone bilateral sacrospinous ligament fixation up to 6 months in the postoperatively.
MATERIALS AND METHODS:
This is an observational descriptive study using a prospectively collected Urogynecology repository. The study cohort represents all women in our prospective repository who underwent anterior approach bilateral sacrospinous ligament fixation between September 2011 and June 2014. Pelvic organ prolapse quantification scores (POP-Q) were measured preoperatively and at 6 weeks and 6 months post-operatively and were compared. Perioperative complications were also collected and analyzed. RESULTS: From September 2011 until June 2014, there were 144 patients who underwent anterior approach bilateral sacrospinous ligament fixation. The mean age was 57.8 years and the average BMI was 29.6. The majority of patients were white (72.2%), followed by Hispanic (13.2%), African American (5.6%) and "Other" 9.0%. The majority of patients were never smokers (75.7%). Two-thirds of the patients were post-menopausal (69%). Common concomitant procedures performed with bilateral sacrospinous ligament fixation included anterior colporrhaphy (82%), posterior colporrhaphy (65%), sling for stress incontinence (72%), enterocele repair (17%), and paravaginal defect repair (3%). Fifty eight (37%) of the 144 patients underwent concomitant hysterectomy. Table 1 describes the POP-Q points preoperatively and at six weeks and 6 months respectively. One hundred nine patients presented for their 6 week post-operative visit and 68 patients returned for their 6 month postoperative visit. Six months after surgery, patients continued to have post-operative success when comparing pre-operative Aa, Ba, C, Gh, Ap, and Bp points. Perioperative complications included 53(37%) patients discharged home with an indwelling catheter due to urinary retention. One patient (0.7%) required a blood transfusion, three patients (2%) had intraoperative bladder or urethral injuries. In the Oral Posters 
